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 GYNAECOLOGY 
 Female genital cutting: A survey among healthcare professionals in Italy 
 D.  Surico 1 ,  R.  Amadori 1 ,  L. B.  Gastaldo 1 ,  R.  Tinelli 2  &  N.  Surico 1 
 Department of Obstetrics and Gynaecology, 1 University of Eastern Piedmont, Novara and  2 San Bassiano Hospital, Bassano del Grappa, 
Vicenza, Italy 
 Introduction 
 Female genital cutting (FGC), known as female circumcision 
or female genital mutilation (FGM), is a culturally determined 
practice, predominantly performed in parts of Africa and Asia 
(WHO 1997). Th ere is controversy over the use of the term 
 ‘ mutilation ’. According to a joint WHO/UNICEF/UNFPA state-
ment, the use of the word  ‘ mutilation ’ reinforces the idea that this 
practice is a violation of girls ’ and women ’ s human rights and 
therefore it helps to promote national and international advo-
cacy towards its abandonment. Th e statement also acknowledges 
that, for the community and for the individual, the term can be 
problematic. Following this, in 1999, the UN Special Reporter on 
Traditional Practices called for tact when dealing with individual 
patients and suggested that the term  ‘ cutting ’ may be more accept-
able (RCOG 2009). 
 Female genital cutting (FGC) constitutes an extreme form of 
discrimination and violation of the human rights of girls and 
women, with health consequences acknowledged and docu-
mented (Kaplan et  al. 2013). FGC has no health benefi ts and it 
harms girls and women in many ways. It involves removing and 
damaging healthy and normal female genital tissue, and interferes 
with the natural functions of girls ’ and women ’ s bodies (WHO 
2013). In the short term, the practice can result in shock, 
haemorrhage, infections and psychological consequences, while 
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in the long term, it can lead to chronic pain, infections, keloids, 
fi brosis, primary infertility, increase in delivery complications 
and psychological sequelae/trauma. Morbidity increases with the 
extent and severity of the practice (Behrendt and Moritz 2005; 
WHO 2006; Alsibiani and Rouzi 2010; Chibber et  al. 2011). 
 Today it is estimated that more than 125 million girls and 
women have been subjected to FGC in the 29 countries in Africa 
and the Middle East, where this practice is common. Th e real extent 
of this practice, however, remains unknown, since reliable data on 
the magnitude of the phenomenon are largely unavailable. Due to 
immigrant, refugee and asylum-seeker communities, European 
countries and their health services have been increasingly forced 
to deal with FGC, its medical consequences and the diffi  culties 
involved in approaching the issue. Indeed, the problem is not 
only related to health care, but also to ethics, cultural identity and 
human rights. Th e approach to specifi c problems aff ecting these 
women represent a challenge to Western healthcare systems and 
professionals that need to develop the competence necessary to 
achieve cross-cultural care (Kripalani et  al. 2006; Leye et  al. 2006). 
Th e European Council and the European Parliament have spe-
cifi cally condemned FGC, and demanded the commitment of the 
member states to eradicate this practice (European Council 2001; 
European Parliament 2004). Legislation prohibiting the practice 
of FGC was passed by the Italian parliament in 2006; it provides 
an opportunity to think about a social practice that concerns Italy 
too, and it sets in place measures to prevent, oppose and sup-
press the practice as a violation of person ’ s fundamental rights 
to physical and mental integrity and to the health of women and 
girls (Turillazzi and Fineschi 2007). Diff erent kinds of interven-
tion are considered, starting with the development of informative 
campaigns (article 3); training of health workers (article 4); insti-
tution of a toll-free number (article 5); and international coop-
eration programmes (article 7). Guidelines have been elaborated 
addressing FGC in relation to gynaecological/obstetrical care 
(Ministero Della Salute 2006). All maternity healthcare workers 
must be familiar with the nature and higher rates of complications 
related to the extent of FGC and should take this into account 
when off ering advice about antenatal and delivery care, including 
recommendations about the place of birth. 
 About 5 million immigrants live in Italy, composing 8.2% of 
the national population; of those, 22.1% coming from Africa and 
18.8% from Asia. Women coming from high-risk FGC countries 
number about 110,000, and girls    17 years old number about 
4,600 (Ministero delle Pari Opportunit à 2009). 
 Despite this epidemiological statement, few data are available 
regarding the actual dimensions of this phenomenon in Italy, 
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 This study aims to evaluate the knowledge of female genital 
cutting (FGC) in a tertiary teaching hospital in Italy. A survey 
questionnaire on FGC was given to paediatricians, nurses, 
midwives, gynaecologists and residents in paediatrics and 
gynaecology in a tertiary teaching hospital in Italy. The results 
of the survey were then analysed. The results showed that 
71.5% (73/102) of healthcare professionals dealt with patients 
presenting with FGC. Gynaecologists (83%) and paediatric 
nurses (75%) were the only ones who declared to be aware 
of Italian law on FGC. In detail, 55% of midwives, 50% of 
paediatricians, 50% of paediatrician residents and 28.5% of 
gynaecological residents were aware of this law. The general 
knowledge of Italian National Guidelines on FGC is even 
worse: most professionals are not aware of protocols of action. 
Considering the increasing extension of FGC due to immigration, 
improvement of care through specialised education of 
healthcare providers is mandatory. 
 Keywords:  Female genital cutting ,  female genital mutilation , 
 FGC guidelines ,  FGC Italian law ,  professionals survey 
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which in most cases remains hidden, but nonetheless, it seems to 
aff ect thousands of immigrant women (Bosch 2001). Piedmont is 
a North-Western Italian region, with a population of about 8,662 
immigrants from countries where FGC is practised (8% of Italian 
migrants). Th e Italian Ministry of Health has estimated that every 
year, 67 girls under the age of 17 years living in Piedmont are at 
risk of FGC. 
 Th e aim of this study was to evaluate the knowledge of 
healthcare professionals about FGC in a single tertiary teaching 
hospital in Italy. 
 Materials and methods 
 A survey was conducted providing a self-administered ques-
tionnaire to paediatricians, nurses, midwives, gynaecologists 
 Figure 1. Questionnaire on FGC. 
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and residents in paediatrics and gynaecology. A total of 130 
questionnaires were sent out in July 2011 and had to be returned 
by the end of October 2011. Th e questionnaire collected infor-
mation on sociodemographic variables (gender, profession and 
speciality); degree of knowledge on FGC (identifi cation on 
schematic images of the FGC types); degree of interest elicited 
(need or desire to know more on the subject, performance of 
educational activities and knowledge of protocols of guidelines 
of action); previous experience (care to patients from countries 
in which FGC is performed) (Figure 1). Th e professionals who 
were asked to answer the questionnaire were orally informed 
about the objectives and the content of it prior to fi lling it 
out. Participation was voluntary. Personal details were treated 
anonymously, making it impossible to identify the participating 
professionals through the answers provided. Also, those profes-
sionals who decided not to participate remained anonymous. 
No external fi nancial support was required. 
 Among the 130 questionnaires, 102 were returned (78.46% 
response rate). Th is study included 42 midwifes (M); 8 paedi-
atric nurses (N); 18 gynaecologists (G); 6 paediatricians (P); 14 
gynaecological residents (GR); and 14 paediatric residents (PR) 
(Figure 2). 
 Results 
 A total of 68.6% of professionals started working in hospital    5 
years before (70/102), while 31.4% had been there    5 years 
(32/102). Th e professional experience on FGC and correct type 
identifi cation are shown in Table I. 
 Th e health professionals were asked about FGC knowledge 
and training methods. Th is study showed that 71.5 % (73/102) of 
healthcare professionals dealt with patients presenting with evi-
dence of FGC previously performed. In every professional clus-
ter, it was observed that most of the junior professionals knew 
of FGC issues through professional training (60% of midwives; 
100% of gynaecologists and paediatricians), while senior profes-
sionals, through clinical experience (77% of midwives; 75% of 
gynaecologists). 
 About educational activity on FGC, 55% of health profession-
als declared not to have received specifi c training; 32.7% attended 
at least one specifi c training; and 12.3% more than one specifi c 
training. Th e training courses were organised: 50% by profes-
sional board, 45% by hospital and only 5% by university. 
 In terms of interest in FGC, 67% of those interviewed believed 
that specifi c training should be mandatory; 31% felt that attend-
ing a seminar would be suffi  cient; and only 2% of those surveyed 
expressed a lack of interest in the subject. 
 Concerning knowledge of Italian legislation on FGC: 83% 
of gynaecologists; 75% of paediatric nurses; 55% of midwives; 
50% of paediatricians and paediatrics residents; and 28.5% of 
gynaecology residents were aware of this law. 
 Th e situation is worse when dealing with knowledge on Italian 
national guidelines on FGC: most professionals were not aware of 
the existence of the protocols of action. Only 9.5% of midwives, 
38% of gynaecologists, 33% of paediatric nurses and none of resi-
dents or paediatricians declared to know the guidelines. Finally, 
no gynaecologist, midwife or resident had been asked to perform 
reinfi bulation aft er delivery. 
 Discussion 
 FGC is a healthcare problem which goes beyond the purely 
healthcare framework, since it includes the infringement of 
human rights and the need for a cross-cultural approach to ques-
tions closely linked to ethnic identity and gender. FGC is a reality 
that has radically changed compared with the past, so it is not 
possible anymore to relegate it to a simplifi ed and distant  ‘ tribal ’ 
dimension; FGC has become an issue in developed countries as 
well. Migration has made European governments concerned, 
as it is suggested that more than half a million women and girls 
have undergone the procedure or are at risk within the European 
Union (European Parliament 2009). Previous studies demon-
strated that the problems related to FGC are not rare in primary 
care consultations, since up to 16% of the participants surveyed 
declared having detected cases (Kaplan-Marcusan et  al. 2009). 
Th is study showed that 71.5% (73/102) of healthcare professionals 
dealt with patients presenting with FGC. Our professionals also 
demonstrated a great sensitivity towards this subject, asking for 
more professional training. 
 Th e British College of Obstetricians and Gynaecologists 
recommends that surgery can be performed for purposes con-
nected with labour or birth, but that it is illegal to repair the 
labia intentionally in such a way that intercourse is diffi  cult or 
impossible. According to these recommendations, surgery may 
be performed for mental health reasons, but not as a matter of 
custom or ritual (Shell-Duncan 2001). Th is study showed that 
among Italian gynaecologists who attended women with FGC, 
none had been asked about the possibility of performing some 
form of reinfi bulation. 
 When dealing with FGC, physicians not only confront legal 
and medical issues but also ethical and cultural matters. Dealing 
with the results of a practice they probably condemn as a mutila-
tion, healthcare workers ’ reactions may even be a source of added 
humiliation for the patients (Beine et  al. 1995; Chalmers and 
Omer-Hashi 2003). 
 It must be kept in mind that these women did not choose 
mutilation. Th e procedure is carried out in childhood, when they 
are too young to give consent. Moreover, they come from societ-
ies where such practices are traditional and are viewed as being 
normal; both patients and family may see it as normal. It should 
be remembered that, as well as any physical and psychological 
trauma from the procedure, they may have experienced the emo-
tional turmoil of migration, separation from family and, in some 
cases, experience of civil war, torture and rape. Th ere is, there-







 Figure 2. Healthcare professionals included in the study. M, midwifes; N, 
paediatric nurses; G, gynaecologists; P, paediatricians; GR, gynaecological 
residents; PR, paediatric residents. 
 Table I. Professional experience about FGC and correct identifi cation of the 
FGC type. 
Professional group  n 




Midwife 42 73.8 87
Gynaecologist 18 56 100
Gynaecology resident 14 71.4 60
Paediatric nurse 8 100 100
Paediatrician 6 67 75
Paediatric resident 14 64.3 67
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must be treated with kindness and sympathy and they and their 
relatives should not be judged. Not only vaginal examination, 
but also history-taking, need to be adapted to the needs of such 
patients in a sensitive and culturally appropriate way (Th ierfelder 
et  al. 2005). As management of aff ected women may be diffi  cult, 
guidelines for health personnel are needed and specialised train-
ing on FGC should be included in medical school curricula 
(J ä ger et  al. 2002). Specifi cally trained health workers should 
discuss the issue during the prenatal period. Italian law foresees 
that doctors and nurses of public healthcare facilities will attend 
courses for the treatment of women and girls who are mutilated, 
and they will be instructed, also through cultural mediators, on 
how to relate to people who ask them for infi bulation or deinfi b-
ulation. In our study, it seems clear that these guidelines are not 
yet implemented by healthcare professionals. Th e lack of train-
ing of Italian operators is not a surprising result and it is similar 
to other studies on FGM knowledge among health operators 
carried out in central and southern Italy (Caroppo et  al. 2014). 
A national committee is mandatory to teach and implement 
these guidelines in every Italian hospital. 
 Recent immigration patterns have brought obstetricians and 
gynaecologists to increasingly deal with women who have experi-
enced FGC. Opportunities to identify FGM are frequently missed, 
just as stated in a previous study (Abdulcadir et  al. 2014). Measures 
should be taken to improve FGM diagnosis and care. It is impera-
tive that healthcare professionals understand the health and social 
issues related to FGC so that they can manage it properly. 
 Strengths and weaknesses 
 Th is is an original work evaluating knowledge of Italian law on 
FGC and Italian clinical guidelines on FGC management. 
 Th e main weaknesses of this study are that the questionnaire 
was given to a single hospital, there was a small sample size and 
high prevalence of young health operators. Data used in the anal-
ysis were collected through a tailor-made specifi c questionnaire; 
however, accuracy of answers cannot be guaranteed. 
 Declaration of interest:  Th e authors report no confl icts of 
interest. Th e authors alone are responsible for the content and 
writing of the paper. 
 References 
 Abdulcadir  J ,  Dugerdil  A ,  Boulvain  M ,  Yaron  M ,  Margairaz  C ,  Irion  O  et  al . 
 2014 .  Missed opportunities for diagnosis of female genital mutilation . 
 International Journal of Gynaecology and Obstetrics  125 : 256 – 260 . 
 Alsibiani  SA ,  Rouzi  A .  2010 .  Sexual function in women with female genital 
mutilation .  Fertility and Sterility  93 : 722 – 724 . 
 Beine  K ,  Fullerton  J ,  Palinkas  L ,  Anders  B .  1995 .  Conceptions of prenatal 
care among Somali women in San Diego .  Journal of Nurse-Midwifery 
 40 : 376 – 381 . 
 Behrendt  A ,  Moritz  S .  2005 .  Posttraumatic stress disorder and memory 
problems aft er female genital mutilation .  American Journal of Psychiatry 
 162 : 1000 – 1002 . 
 Bosch  X .  2001 .  Female genital mutilation in developed countries .  Lancet 
 358 : 1177 – 1179 . 
 Caroppo  E ,  Almadori  A ,  Giannuzzi  V ,  Brogna  P ,  Diodati  A ,  Bria  P . 
 2014 .  Health care for immigrant women in Italy: are we really ready? 
A survey on knowledge about female genital mutilation.  Annali 
dell’Istituto Superiore di Sanita  50 : 49 – 53 . 
 Chalmers  B ,  Omer-Hashi  K .  2003 .  Female genital mutilation and obstetric 
care .  Bloomington: Traff ord Publishing . 
 Chibber  R ,  El-Saleh  E ,  El Harmi  J .  2011 .  Female circumcision: obstetri-
cal and psychological sequelae continues unabated in the 21st century . 
Journal of Maternal-Fetal and Neonatal Medicine  24 : 833 – 836 . 
 European Council .  2001 .  Female genital mutilation .  Document number 
9076. Brussels: European Council . 
 European Parliament .  2004 .  Female genital mutilation .  Document number 
2001/2035.  Brussels: European Parliament. 
 European Parlament .  2009 .  Resolution of 24 March 2009 on combating 
female genital mutilation in the EU. 2008/2071 (INI).  Brussels: European 
Parliament . 
 J ä ger  F ,  Schulze  S ,  Hohlfeld  P .  2002 .  Female genital mutilation in 
Switzerland: a survey among gynaecologists .  Swiss Medical Weekly 
 132 : 259 – 264 . 
 Kaplan  A ,  Cham  B ,  Njie  LA ,  Seixas  A ,  Blanco  S ,  Utzet  M .  2013 .  Female 
genital mutilation/cutting: the secret world of women as seen by men . 
 Obstetrics and Gynecology International  2013 : 643780 . 
 Kaplan-Marcusan  A ,  Tor á n-Monserrat  P ,  Moreno-Navarro  J ,  Castany F à bre-
gas  MJ , Mu ñ oz-Ortiz  L .  2009 .  Perception of primary health professionals 
about Female Genital Mutilation: from healthcare to intercultural compe-
tence .  BMC Health Services Research  9 : 11 . 
 Kripalani  S ,  Bussey-Jones  J ,  Katz  MG ,  Genao  I .  2006 .  A prescription for 
cultural competence in medical education .  Journal of General Internal 
Medicine  21 : 1116 – 1120 . 
 Leye  E ,  Powell  RA ,  Nienhuis  G ,  Claeys  P ,  Temmerman  M .  2006 .  Health Care 
in Europe for women with genital mutilation .  Health Care for Women 
International  27 : 362 – 378 . 
 Ministero della Salute .  2006 .  Commissione per la prevenzione e il divieto 
delle pratiche di mutilazione genitale femminile .  Art. 4  – Legge n. 7 del 
2006.  Rome, Italy: Ministry of Health.  Available at :  www.salute.gov.it/
imgs/C_17_pubblicazioni_769_allegato.pdf. 
 Ministero delle Pari Opportunit à .  2009 .  Valutazione quantitativa e quali-
tativa del fenomeno delle mutilazioni genitali in Italia. [Quantitative 
and qualitative evaluation of the phenomenon of FGM in Italy]  Ricerca 
117-01-2009 .  Rome, Italy: Ministry of Equal Opportunities.  Available at: 
 www.pariopportunita.gov.it/images/stories/documenti_vari/UserFiles/
Il_Dipartimento/report_mgf_piepoli.pdf. 
 RCOG .  2009 .  Green-top Guideline No. 53 .  Female genital mutilation 
and its management. London: Royal College of Obstetricians and 
Gynaecologists . 
 Shell-Duncan  B .  2001 .  Th e medicalisation of female  ‘ circumcision ’ : 
harm reduction or promotion of a dangerous practice .  Social Science and 
Medicine  52 : 1013 – 1028 . 
 Th ierfelder  C ,  Tanner  M ,  Kessler Bodiang  CM .  2005 .  Female genital 
mutilation in the context of migration: experience of African women 
with the Swiss health care system .  European Journal of Public Health 
 15 : 86 – 90 . 
 Turillazzi  E ,  Fineschi  V .  2007 .  Female genital mutilation: the ethical impact 
of the new Italian law .  Journal of Medical Ethics  33 : 98 – 101 . 
 WHO .  1997 .  Female genital mutilation. A joint WHO/UNICEF UNFPA 
statement.  Geneva: World Health Organization . 
 WHO .  2006 .  World Health Organization Study Group on female genital 
mutilation and obstetric outcome. Female genital mutilation and obstet-
ric outcome: WHO collaborative prospective study in six African coun-
tries.  Lancet  367 : 1835 – 1841 . 
 WHO .  2013 .  Fact sheet No. 241 .  Female genital mutilation. Geneva: World 
Health Organization . 
